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ABSTRACT
Our objective was to measure the prevalence ofwife abuse in an urban teaching hospital family practice unit and
compare this to the frequency of documentation by family physicians. A modified Conflicts Tactics Scale
Questionnaire was administered to all female patients either married or common-law older than 16 years during
the study period. The respective patients' charts were reviewed for documentation ofwife abuse. Three hundred
eighty-three charts were reviewed, and 275 surveys were completed (72% response rate). Physical and mental
abuse were reported in 8% and 23%, respectively, of the respondents. Four percent of respondents had
considered suicide. One percent of the charts had wife assault documented (p = 0.0001). Wife abuse is reported
in at least 8% of our patients. There appear to be significant health risks to these women, including homicide,
suicide, and rape. Family physician documentation of wife abuse was poor.
INTRODUCTION
WIFE abuse HAS EXISTED for many centuries. A study offemale Egyptian mummies 2000 to 3000 years old
uncovered an incidence of fractures 30-50% higher than in
males. Most of these were skull fractures and were judged to be
fatal.1 Nineteenth century English Commonlaw. on which
Canadian and U.S. law is founded, allowed husbands to beat
their wives for the purposes of punishing misbehavior. As the
need to curb casualties became apparent, legislation was passed.
"The rule of thumb" restricted a man to beat his wife with a stick
no wider than his thumb.2 This mentality persisted until the
1970s in a small Pennsylvania town, where wife beating was
prohibited only after 10 pm and on Sundays.1 Although wife
assault is now punishable under the criminal law, it persists.
Wife abuse is so common that the FBI estimates that one
woman is beaten every 18 seconds in the United States. Twenty-
one percent of all women using the emergency departments in
the United States are battered. Wife abuse accounts for approx-
imately 50% of all injuries suffered by women in an emergency
department setting, yet only 4% are recognized as such. It also
accounts for more injury episodes than automobile accidents,
muggings, and rape combined.4 Thirty percent of all women
murdered annually are murdered by their husbands, boyfriends,
or expartners. Wife abuse accounts for 50% of suicides in black
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women and for 25% of all women's suicides.5 Despite these
alarming statistics, many abused women never seek medical
attention.
The prevalence of wife abuse is difficult to estimate. This is
because there is a lack of consistency between the studies
available and the tendency to underreport by patients and
physicians. Canadian studies report an incidence of wife abuse
from 10-12. 5%6 whereas American studies are generally
higher, from 26% to 29%.7"9
This study reports on the prevalence of wife abuse in a family
medicine center in a teaching hospital setting and compares this
to the rate of documentation in the respective patients' charts.
Physician detection of wife abuse has been poor. In a
Yale-New Haven Hospital study of battered women coming to
the emergency department, 54% of the study group had previous
visits with traumatic injuries. Yet in only 8% of their charts was
the possibility of abuse noted. In another study, only 8% of
battered patients saw their family physician following an epi-
sode of violence. '" In emergency departments, the detection rate
of spouse abuse in patients with injuries approximates 5%."
Older male physicians as compared to younger female physi-
cians tend to underestimate the prevalence of wife abuse in their
own practices.12
The opportunities to detect wife abuse are abundant. Abused
women are more likely to seek help from their physicians than
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from lawyers or police officers.13 Eighty percent of abused
women report their injuries to medical personnel at least once,
and 40% seek medical attention on at least five different
occasions.14
Wife abuse is a behavioral pattern that includes physical,
emotional, psychologic, sexual, and economic abuse. These
different forms of abuse are used to maintain fear, intimidation,
control, and power in the relationship. Furthermore, there is no
one profile of an abused woman. Wife abuse pervades all
socioeconomic, racial and residential classes.
Abused patients often come to the family physician with
vague complaints ofheadache, backache, insomnia, depression,
and anxiety. They may complain also of panic attacks, hyper-
ventilation, appetite disturbance, and suicidal ideation. Fifty
percent of battered women will have injuries to the head and
neck area. '5 Forty percent of the assaults begin during the first
pregnancy, and pregnant women have been found to be at twice
the risk of battery. The U.S. Surgeon General in 1986 recom-
mended screening for spouse abuse during this high-risk peri-
od. I<s Battering increases in frequency and severity overtime. It
may begin with a slap and end in homicide. For this reason, it is
important to detect it as early as possible.
Identification of women in abusive relationships and at risk of
physical harm is a great challenge to all health practitioners.
Increasing the rate of detection requires a consistent policy of
direct questioning in a protected environment.
PATIENTS AND METHODS
This survey was conducted as part of the usual patient
interview and included all eligible female patients seen during a
2-week period at Women's College Hospital Family Practice
Unit, University of Toronto.
Patient charts were reviewed the day before the patient-
physician contact for the following information: the chart num-
ber, the patient's age, marital status, documentation of wife
abuse, and the number of office visits in 1989 and 1990. Patients
were excluded if they were less than 16 years of age, single, had
seen the doctor less than twice, or did not speak English. The
charts were reviewed in their entirety, including the cumulative
patient profile, annual examinations, progress notes, and diag-
nostic columns. An envelope containing a letter of introduction
and the questionnaire was attached to the charts included in the
survey. Before meeting with their physician, the patients were
asked to complete the survey. Confidentiality was assured by
having the surveys completed in privacy and having the patients
seal the questionnaires in an envelope after their completion.
The questionnaire designed for this study was adapted from
the conflicts Tactics Scale'7 and was purely qualitative in
nature. This was done to ensure the simplicity of the survey.
Because the natural history of wife abuse is that it increases in
frequency and severity over time, a qualitative questionnaire
was deemed sufficient. The survey consisted of a total of 26
questions. Basic demographic information was collected, and
the abuse questions were divided into mental and physical abuse
sections. The physical abuse questions were very specific and
direct. The medical and nursing staffs of the unit were briefed on
the study and prepared to deal with the additional patient care
requirements that might result from participation in the study.
The basic statistics on our data were done using SAS PC
software.
RESULTS
A total of 383 charts were reviewed, and 275 surveys were
returned, a response rate of 72%. Two patients reported declin-
ing to complete the questionnaire because of the emotions they
feared they might reexperience. With the exception of one
question, 94% of the surveys had no information missing.
Respondent characteristics
The average age of our respondents was 36.2 years by the
patient survey and 38.1 by chart survey. Patients were married
or living common-law 9.7 years. Eighty-two percent of the
respondents were married, 12% were common-law, and 4%
were no longer with their partners. This last group was excluded
from the study, since we were interested in women currently
being abused by their partners.
Mental abuse
Twenty-three percent of the study group responded affirma-
tively to one mental abuse question. Twelve percent responded
affirmatively to at least two questions. Table 1 shows the
response rate to the specific mental abuse questions. There was
no significant difference between the married and common-law
women in this area.
Physical abuse
Twelve percent of the study group responded affirmatively to
one physical abuse question and 7% to two or more questions.
Seven percent of the respondents felt that they were abused by
their partners. We used this figure of 7% as the prevalence rate
when comparing it to the documentation rate. Table 2 shows the
response rate to the specific physical abuse questions. Again,
there was no difference between the married and the common-
law women in their responses to questions on physical abuse.
One percent of all respondents had gone to emergency
department after having been abused by their partners. Of those
women answering at least one abuse question affirmatively,
5.6% had gone to emergency departments.
Six percent of the respondents had considered calling the
police because of violence in the home. Two percent of the
Table 1. Mental Abuse
Affirmative
Question response (%)
Partner threatened to leave 11.5
Called names or humiliated 11.0
Verbally pressured for sex 9.0
Cannot leave house or see friends 2.7-9.0
Partner withheld sex 7.0
Partner interrupted sleep 6.1
Partner withheld money 3.5
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Table 2. Physical Abuse Table 4. 83% Told Someone: Who Did They Tell?
Question
Affirmative
response (%)
Physically hurt by partner
Kicked or hit with fist by partner
Raped by partner
Beaten up by partner
Threatened with knife or gun by partner
Attempted homicide by partner
8.1
6.9
4.0
2.0
1.5
1.2
Friend
Family physician
Family/relative
Lawyer/social worker/counsellor
Religious support
Police
50
37
25
S
4
4
24.
married and 6% of the common-law respondents had the police
come to their homes during domestic violence.
Four percent of the respondents believed they had been raped
by their partners. This was 57% of the patients who self-reported
physical abuse. Four percent of the respondents had contem-
plated suicide because of their relationship.
One percent of the respondents had been choked by their
partners.
Approximately 10% of the respondents stated that they would
go to a hotel, police, or nowhere if things became dangerous at
home (Table 3). None of the respondents identified shelters as a
potential refuge.
Child abuse
Despite completing the rest of the survey in its entirety, 25%
(n = 56) of women with children chose not to answer one
question, that on child abuse. Of those who responded, 1%
reported that their children were beaten by partners.
Communication
Fifty percent of the respondents who identified themselves as
being abused told their best friend about this. Twenty-five
percent told a family member. Thirty-seven percent told their
family physician. As caregivers, physicians were the most
highly ranked. (Table 4).
Some of the reasons why patients did not tell their physicians
were that they were "embarrassed," "humiliated," "too proud,"
that "the abuse was not serious," or that "it had happened a long
time ago." Some felt that there was not much the family
physician could do or said that the doctor had never brought it
up. Health record confidentiality was a concern to some pa-
Table 3. Where Would Abused Women Go?
Destination 'Â:'
Parents
Friends
Family or siblings
Hotel
Police
Car
Nowhere
Hospital
41
25
19
7
3
2
I
0
90.
tients, who believed that their relationship might worsen, that
their husband was respected, and that this might compromise
him.
Family physician detection/documentation
Four our of the 383 charts surveyed had wife abuse or family
violence documented. When compared to the prevalence of
physical abuse documented in the survey (7%), a p val-
ue < 0.0001 on chi-square testing was obtained (1 df).
DISCUSSION
Wife abuse of a physical nature is present in 7% to 10% of our
patients and in up to 23% if mental abuse is included. This is
consistent with previous studies. Physician documentation was
suboptimal. It was not clear from our study whether the defi-
ciency was in the detecting or the documenting of wife abuse.
Unfortunately, the limited scope of our study did not permit us to
review with individual physicians their current load of abused
patients who might have been identified. This would have been
useful to delineate whether the issue was one of detection or
documentation.
Some physicians reported that they were concerned about
health record confidentiality in a practice, such as ours, where
many physicians and nurses can access patient files. The
literature supports that there are problems with both detection
and documentation. It has become increasingly important to
document physical abuse, with photographs if possible. This
supports and validates patient's concerns, and should the records
by subpoenaed, they will support rather than hinder the abused
patient's position.
Detection of wife abuse can be increased by developing and
implementing consistent approaches to patients at risk. This has
been shown in the setting of emergency departments, where
baseline detection rates of wife assault in trauma patients were
increased from 5% to 30% after implementing a questionnaire
and consistent approach to these patients. When this approach
was discontinued, the detection rate returned to baseline. '8
Physician education and training also has been poor. Fifty-
eight percent of the Canadian and American medical schools
surveyed during the 1987-1988 academic year had no instruc-
tion in this area.19
The health and societal impacts of wife abuse are significant.
Sixty-two percent of all female homicide victims in 1985 were
killed by their partners in their own homes.2" Stark et al.
describe how 50% of all rapes of women older than 30 years are
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part of the wife battering syndrome.21,22 Fifty-seven percent of
our respondents were forced by their partners into unwanted sex.
We asked patients whether their partners beat their children.
We found that despite completing the rest of the questionnaire,
56 respondents who had children chose not to answer the child
abuse question. Of those who did respond, only 1% were
identified as having their children beaten by their spouse.
Estimates from the literature are that child abuse coexists with
spouse abuse in 30% to 54% of spouse abuse cases.23 It is
extremely important for family physicians to have a heightened
index of suspicion when caring for their abused female patients
to uncover child abuse. Physicians share in the legal responsi-
bility of reporting child abuse.
CONCLUSION
We conducted a survey of 383 family practice patients for
spouse abuse and physician documentation. The prevalence in
the 275 respondents was 7% for physical abuse and 23% for
mental abuse. We also identified that patients are at risk of
suicide, rape, and likely homicide. Screening for abuse of
children in these women's families is important. Physician
documentation was only 1%.
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